Though old the thought and oft exprest, 'Tis his at last who says it best.
-James Russell Lowell For an Autograph ''There's nothing new under the sun,'' runs the proverb. As a child, I was taught to be skeptical of absolute statements such as this. ''Never say never, but rarely, if ever,'' was the aphorism that reminded me that there are usually exceptions to any overarching generalization. Nevertheless, there really is very little under the sun that is completely new. Apparent innovations often do have their roots in the past, and examples in orthopaedic surgery abound. Newly discovered anatomic features, diagnoses, and even treatments often turn out to have been proposed previously and then fallen into neglect or disuse. In some cases, conditions may not have been optimal for the concept to have the impact that it deserved the first time around; ''To everything there is a season,'' as it says elsewhere in Ecclesiastes. The importance of an anatomic structure may not have been appreciated because its function was unclear, a diagnostic distinction overlooked because no specific treatment was available, or a treatment modality dismissed because it needed further refinement to be effective. Of course, the neglect may have been fully justified, the concept later experiencing a resurgence simply because its flaws have been forgotten. To quote another aphorism (and I promise this will be the last one in this paragraph), ''Those who cannot remember the past are condemned to repeat it.'' In light of this phenomenon, journal editors routinely caution authors to be chary of claiming to be the first to do something, knowing from experience that this often results in an indignant letter to the editor pointing out a prior publication of the ''new'' entity. Realistically, it usually is not important to ascertain who first proposed a concept, and many orthopaedic ''lessons'' are worth reiterating for the next generation of surgeons.
These are the thoughts that went through my head the first time I read about ramp lesions of the medial meniscus. The term was new to me, but the concept that difficult-to-visualize peripheral injuries of the posterior medial meniscus were often associated with anterior cruciate ligament (ACL) ruptures was one that I was taught very early in my orthopaedic career. Regardless of whether this was a new or a rediscovered entity, I was happy to see it getting some well-deserved love and attention.
The term ''ramp lesion'' is usually traced back to a 1988 arthroscopic surgery textbook by Strobel. 29 ''A special type of meniscal injury involves the peripheral attachment of the posterior horn of the medial meniscus and is typically associated with an ACL deficiency. We call this tear a 'ramp lesion' to distinguish it from other types of posterior longitudinal tears. Ramp lesions most commonly occur in association with ACL ruptures. They may result from an acute rupture or may develop in a knee with chronic ACL deficiency.'' 29 The ramp lesion has been described as a disruption of the meniscocapsular junction or a tear of the attachment of the meniscotibial ligament to the posterior horn of the medial meniscus. 7 In recent years, the term has been resurfacing in the orthopaedic literature with some regularity.
An association between ACL tears and injuries to the posterior horn of the medial meniscus, whether ramp lesions or other types, has been noted by many authors. 5, 6, 15, 32 Although the meniscus may be damaged at the time of the initial ACL rupture, the prevalence of medial meniscus injuries has also been found to rise as the time from the acute injury increases, 8, 13, 15, 20, 30, 32 leading to the conclusion that the instability associated with ACL deficiency is especially harmful to the medial meniscus. In 2011, Liu and colleagues 15 reported a 16.6% prevalence of ramp lesions among 868 patients with ACL tears. They noted that the prevalence increased logarithmically for the first 2 years after injury, and the lesion was more common in patients who were less than 30 years old or male.
A substantial body of biomechanical research provides a logical explanation for the association between ACL insufficiency and posterior medial meniscus injuries. In a classic laboratory investigation, Papageorgiou and colleagues 19 noted that sectioning the ACL doubled the forces experienced by the medial meniscus in response to anterior tibial translation. In a relevant clinical study, Song et al 26 reported a positive association between the meniscal slope and the likelihood of a ramp lesion in ACL-deficient knees, indicating that some menisci might be more vulnerable to the resulting increase in force than others. Once the posterior peripheral attachment of the medial meniscus is disrupted, the stability of the knee is further compromised. 1, 22, 28 Researchers have found that creating a peripheral medial meniscus injury increases the anterior laxity of the ACLdeficient knee, 1,28 while some have also documented increased internal 22 or external 22,28 rotational laxity. Further testing has shown that repair of the peripheral meniscus lesion reverses the pathological increase in laxity, 1, 28 providing a biomechanical rationale for repairing these lesions at the time of ACL reconstruction.
The first step in repairing a ramp lesion is recognizing its presence. Owing to their posterior location, these injuries can be overlooked unless a surgeon specifically searches for them. Prior to the advent of arthroscopic techniques,
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The American Journal of Sports Medicine, Vol. 45, No. 5 DOI: 10.1177/0363546517700092 Ó 2017 American Orthopaedic Society for Sports Medicine this meant careful probing and often performing a posteromedial capsulotomy. 6, 9 Arthroscopic options include passing the arthroscope through the intercondylar notch from an anterior portal 3, 4, 10, 14 or creating a posteromedial portal. 2, 3, 21, 27 Some surgeons who utilize the anterolateral portal favor a 70°arthroscope to increase the field of view. [2] [3] [4] 10, 14 Partisans of the posteromedial portal assert that this approach provides more complete visualization of the ramp area. 3, 21, 27 Sonnery-Cottet and colleagues 27 have stressed that some ramp lesions do not penetrate the superior soft tissue and thus remain hidden unless a surgeon probes the meniscus rim for possible occult injuries and removes the obscuring layer. Several techniques have been described for repairing peripheral tears of the medial meniscus, and all have their adherents. DeHaven et al 9 and Hamberg et al 11 were some of the first to promote meniscus repair via posteromedial arthrotomy. Morgan and Casscells 17 described an outsidein arthroscopic technique in 1986 and later documented its success with second-look arthroscopic surgery. 18 The peripheral location of ramp tears renders them especially amenable to all-inside repair via posteromedial portals, a technique favored by Strobel 29 and others. 2, 3, 17, 27 Allinside repair with fixation devices through an anterior approach has also been described. 14 Because ramp lesions and other peripheral tears are located in the vascularized zone of the meniscus, several authors have stated that shorter or more stable tears do not need to be repaired at all because they will heal spontaneously after the knee has been stabilized with ACL reconstruction. 9, 12, 23, 25, 31, 33 When the injury is subacute or chronic, stimulation of a healing response with abrasion and trephination has usually been recommended. There is no universal agreement on the criteria for foregoing repair, although tear length and stability to probing are commonly cited as determining factors. Pujol and Beaufils 24 concluded a 2009 literature review on the subject by stating, ''Further comparative studies (left in situ or repair) including randomized clinical trials are needed to make more precise recommendations, especially for the medial meniscus.''
In this issue of The American Journal of Sports Medicine, Liu and colleagues 16 report a clinical trial designed to help fill this void. These investigators identified 91 patients with complete ACL tears and concomitant medial meniscus ramp lesions. To qualify, the ramp lesion needed to be stable to probing and less than 1.5 cm in length. At the time of ACL reconstruction, the patients were allocated randomly to either all-inside suture repair via a posteromedial portal or abrasion and trephination without suturing. Healing of the menisci was assessed with 1.5-T magnetic resonance imaging (MRI) performed at least 2 years postoperatively.
Among the 73 patients who completed the follow-up, the authors found no difference between the treatment groups according to their ultimate clinical outcome scores and objective laxity measurements. On MRI, 67 menisci were completely healed, 3 partially healed, and 3 unhealed. No difference in the healing rate was evident between the 2 treatments, although the repair group ended up a few patients short of the 36 required by the a priori sample size calculation. Recognizing that the number of failures was rather small to allow a robust analysis of factors predisposing to failure, the authors found no difference in healing rates between knees that were more or less than 6 weeks from the original injury at the time of reconstruction. They did note that all 6 patients who did not heal completely had a side-to-side difference of more than 3 mm on KT-1000 arthrometer anterior laxity testing.
This study will provide support for those who assert that stimulating a healing response without formal repair is sufficient for the treatment of some ramp lesions at the time of ACL reconstruction. As I often say, multiple studies showing the same result are more powerful evidence than a single study, no matter how well designed, so further investigation of this question is to be encouraged. Readers should note that stability of the meniscus to probing was a requirement for inclusion in the study, so the results should not be extrapolated to unstable ramp lesions. Assessing the stability of the meniscus requires some subjective judgment by the surgeon, who may decide that the potential morbidity of suturing a ramp lesion is minimal compared with the possible consequences of leaving an unstable meniscus unrepaired.
Peripheral detachment of the posterior medial meniscus may have been observed and repaired before the name ''ramp lesions'' was applied to them, but identifying the first description is not very vital in the realm of patient care. However, the importance of naming an entity should not be discounted. A name, especially a catchy one, can help focus warranted attention on a phenomenon that might sometimes be overlooked. Regardless of how new ''under the sun'' ramp lesions may be, the current interest in them is welcome. Remembering to search for ramp lesions will help preserve some vulnerable menisci, and that is always a laudable outcome.
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